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RICHARD M. ARMSTRONG, DIRECTOR BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.O. Box 83720

Boise, Idaho 83720-0036
PHONE: (208) 334-6626
FAX: (208) 364-1858

E-malt: fsb@idhw.stale.id.us

June 26, 2008

Rene Stephens

Bitterroot Home

1411 Falls Avenue East Suite 703
Twin Falls, ID 83301

RE: Bitterroot Home, Provider #13G022
Dear Ms. Stephens:

This is to advise you of the findings of the Medicaid/Licensure survey of Bitterroot Home, which
was conducted on Jume 12, 2008.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4, How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 9, 2008, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in Informational Letier #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

http://werw healthandwelfare.idaho.gov/site/3633/default.aspx

This request must be received by July 9, 2008. If a request for informal dispute resolution is
received after July 9, 2008, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,
Loy 50 L i flrnrr
MONICA WILLIAMS NICOLE WISENOR
Health Facility Surveyor ‘ Co-Supervisor
Non-Long Term Care Non-Long Term Care
MW/mlw

Enclosures
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take place prior to zmp!ementatson‘_an ‘
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sﬁt& to
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' approved the 1 yse of Valium’ PRN priar to

w0 | Individual #2°s medical examinations.

W 263 | 483,440(f)(3)(ii)) PROGRAM MONITORING &
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| have'to ‘search histarical records, \No ewdence of-

less restrictive interventions belng tried and

.| proven ineffective prior to the restitution

R 'agreementwas provided to the survey team by
"6!18/08 ‘

nduals
ing
The facmty falled to ensure there was sufﬂment ‘
evidence of less restrictive alternatives that were
| systematically tried and proven ineffective prior to.
. mplementzng a restitution agreement'for )

15~
Date of correctlon 8!1 1/08

'.W'zsg

i 3 ic interventions to manage
inapproprlate client behavior must be
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B Eﬁenl ID:BK2W11 FaCl]ll’)’ |D 136022 . TR lf con[mua[mn 5heetPagE200f2




o C ; PRINTED: 06/26/2008
UMAN SERVICES T FORM A :

. AEDICAID SERVICES EENICI OMB NO. 093

FD WIDER/SUPPLIERICLIA 'GUNSTRUGTION (X3) DATE SURVEY
Tfﬁi“éfcoﬁ ENTIFICATION NUMBER: COMPLETED

13G022 06/12/2008

PROVIDER'S PLAN OF CORRECTION. )
{EACH CORRECTIVE ACTION SHOULD BE..
CROSS-REFERENCED TO THE APPI{OPRJATE
DEFICIENCY)

W289: ‘ N o
The Individual Program Plan for Individual #1 was ®
revised and the corresponding Behavior .
Management Pian includes specific instru:jons to
. | staff to ensure that the restrictive measures can

j be systemattcally addressedkby staff The

_ . forindivi

Vi
each residents files were reviewed to
delermme if there was a conssstent apphcabon of
med Consent )

) _ s 4 R L} Siona _egan workmg at the faczlaty
142/41/07. thatincly 1T : -6!18!08 this deficient practice will be addn
related to DOP, The agreernent stated "To enter systematscaliy as this nﬁWQUﬁi?ﬁed-M
| into restitution agreement requires [Individual #1]
to participate in repair or replacement of any

items he purposefully damages or destroys. :
E [Individual #1] will be required to either physically |
| participate in replacement, cleanmg of items or
monetary restitution for the repair or replacement
| of any items damaged or destroyed."

ssed .

Individual #1's PP did not contain an objective or
plan related to destruction of property and

restitution. When asked the QMRP statedgdun_ng e ty Assurance Manager.

al Retardation Professional,
:Nursing:Services
Date of correction 8/1 1!06

' fo ménage DOP behavior was incorporated in
_lndlwduai #1's program plan.
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Drugs used.for control of |nappropnate behawor
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measures for Abilify, Celexa and Trazadone, T ‘
. Indwlduai #23 Medscatson Reducbon PEan has be

4rth 3 specri‘ c reddction
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:person’s file for dwgs used for the control of i
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s for.
:-(i_ndwlduals #1 and #2) whose behavior modufylng
driigs were reviewed. This resulted in individuals
receiving behavior’ modlfymg drugs without
| appropriate plans that identified drug usage and
| how they may Change in relation to progress or
| regression. The findings include: ‘

1. Individual #1's IPP, dated 9/6/07, documented. -

ngs at least monthly 1o review curment client.
' jpopulatnons A new full time Qualified Mental: |
Retardation Professional began workmg a

n a plan related to the use or reduction
.tge When asked, the QMRP stated

dividual #1 did not have a plar.

dwzduai #1's Medlcatlon Reduction Plan,
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30 mg each evening for

e signs and symptoms

an stated Abilify was related to
 refusing to participate in
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tion Reduction Plan Objective"

en: [Individual #1] has exhibited
than estab%nshed baseline,

of reduction, Wh
6/12/08 frcm 9

dual #1's Medication Reduction Plan, i
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ed Individual
‘plan needed to be

d. Individual #1's Medxcatlon Reduction. Plan
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antidepressant drug) 200 mg each evening for
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i bipolar disorder: The signs and symptoms

L

section of the plan stated that Trazodone was
related to Individual #1's refusing to participate in
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Xammations When asked, t
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D NUTRITION
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ThlS STANDARD is not met as evidenced by,

Based on observation, record review, and staff

interviews it was determined the facility failed to

ensure Individuals received a nourishing, well

balanced diet including specially- prescribed diets

for 1 of 3 individuals (Individual #1) whose

| nutritional records were reviewed. ‘This resulted

l'in the potentiat for an individual not receiving a

i iatly prescrzbed diet as ordered by the
: lude;

Durlngllan evenlng observatton on 6/8/08 from
5:35-6:50 p.m., Individual #1 was‘observed to

: observed to eat breakfast whic

W 480

_ necessary epairs. and/or training programsﬁ '

Nursing Services

WA4ED: N
Individual #1’s Excluded Foods List: as been

The Qualified Mental Retardation Professzopal
Nursing staff, and Facility manager will meet at
least monthly to discuss, current specific, of

ongoing medical/dietary needs assocrated vinth
specific individuals. e
The Qualified Mental Retardation Professional
with the Quality Assurance. Manager and the
r;}ursmg staff wil meet at least

ssurance Manager,
E tal Retardation Professional,

Date of correction 8/11/08
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at'are kept on file
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